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STATE PLAN UNDER TITLE XiX OF THE SOCIAL SECURITY ACT
STATE/TERRITORY: Texas

Requirements of Third Party Liability
Payment of Claims

(d) (1) Section 4.33.139(b)(3)(ii}(C) — Claims related to individuals on whose behalf
medical child support enforcement is known t6 be carried out by the State
Title IV-D agency will be paid and not denied due to the existence of a third
party. When the third party has not been billed or when the provider has
billed a third party and certifies that he has not received payment within 30
days after the date of service, reimbursement for these paid claims will be
pursued on a routine basis through the Texas Automated Recovery System
(TARS) through guidelines documented below. In order tc determine the
provider's compliance with the billing requirements, TARS solicits information
from insurers concerning possible inappropriate duplicate payments. Most
insurers cooperate with the Medicaid program and verify whether or not they
previously paid the charges being billed by Medicaid.

(2,3) Section 433.139(f)(2) and (3)

Procedures for seeking reimbursement will be initiated within sixty (60) days
after the end of the month in which the health insurance carrier is identified, or
within sixty (60) days after the end of the month in which payment was made.

Requests for reimbursement will be initiated on all claims meeting cost
effectiveness criteria. Claims for $100.00 or more will be pursued within sixty
(60) days following the month of Medicaid payment. Claims for less than
$100.00 will be accumulated until the amount reaches $100.00 or until six (6)
months have elapsed (whichever comes first). If after six (6) months the
accumulation has not reached $100.00, all accumulated claims will be billed.
Initiation of post payment recovery activity of all claims will, however, begin
during the month cycle when the $100.00 accumulation is reached.

A minimum dollar amount to be accumulated and minimum dollar amounts for
follow-up on unresolved recovery attempts will be applied to ensure
reasonable cost effectiveness of the third party reimburserment effort.
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